i

FORM APPROVED

€

TRANSMITTAL AND NOTICE OF APPROVAL OF

STATE PLAN MATERIAL
FOR: HEALTH CARE FINANCING ADMINISTRATION

DEPARTMENT OF HEALTH AND HUM}\N SERVICES
. "HEALTH CARE FINANCING ADMINISTRATION : OMB NO. 0938-0183
1. TRANSMITTAL NUMBER: 2. STATE:

g L. — B 3 & Pannoylivanie
3. PROGRAM IDENTIFICATION: TITLE XIX OF THE SOCIAL
SECURITY ACT (MEDICAID)

TO: REGIONAL ADMINISTRATOR
HEALTH CARE FINANCING ADMINISTRATION
DEPARTMENT OF HEALTH AND HUMAN SERVICES

4. PROPOSED EFFECTIVE DATE
7301

tarch 1.

5. TYPE OF PLAN MATERIAL (Check One):

[J NEW STATE PLAN

(0 AMENDMENT TO BE CONSIDERED AS NEW PLAN

AMENDMENT

COMPLETE BLOCKS 6 THRU 10 IF THIS IS AN AMENDMENT (Separate Transmittal for each amendment)

6. FEDERAL STATUTE/REGULATION CITATION:

7. FEDERAL BUDGET IMPACT:

a. FFY G1 2,213,460
b. FFY Q2 $_3.360,087

8. PAGE NUMBER OF THE PLAN SECTION OR ATTACHMENT:
Attzchment 3.1A Pages 4g and 4b
Atveachment 3.18B FPage 47

9. PAGE NUMBER OF THE SUPERSEDED PLAN SECTION
OR ATTACHMENT (if Applicable):
Attachment 3.1A Pages 4g and
Attachment 3.1B Page 4%

RES

b

10. SUBJECT OF AMENDMENT:

Addivion of noriodontal sevvices to the lig

11. GOVERNOR'S REVIEW (Check One):

D) GOVERNOR'S OFFICE REPORTED NO COMMENT
[J COMMENTS OF GOVERNOR'S OFFICE ENCLOSED
0] NO REPLY RECEIVED WITHIN 45 DAYS OF SUBMITTAL

kk OTHER, AS SPECIFIED: review and approval
authority has been dalegated to the
Dapartment of Public Welfnre.

12. SIGNATURE OF STATE AGENCY OFFICIAL:

- P

13. TYPED NAME: 7
Feethar 0. Yousioun LA (Al
14. TITLE:
sacratary of Public Welfare
15. DATE SUBMITTED:

16. RETURN TO:

Commorweaolith of Peonsyvivenia
Department of Public Welfarve

Office of Medical Assistance
Bureaw of Policy, Budget and

e
Foakie

Frograms
Planning
s - 30 2
Box G043
PA

17105

Harrisburg,

FORM HCFA-179 (07-92)

Instructions on Back .



STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMEN™ 3.1A
STATE COMMONWEALTH OF PENNSYLVANIA Page 4g

DESCRIPTIONS OF LIMITATIONS

SERVICE

LIMITATIONS

10. Dental Services

Limitations on payment — The following limits apply to payrment for
compensable services for recipients under 21 years of age.

(1) Orthodontic services required to treat acute dental protmeems
or prevent irreversible damage to the teeth or supporting
structures.

(2) Maximum allowance for any combination of dental
radiographs per patient per dentist per year is $69.00.

(3) Payment for an initial oral examination is limited to one ner
patient per dentist.

(4) Payment for a periodic oral examination is limited to one= per
180 days.

(5) Payment for intraoral radiography, complete series, inciusding
bitewings, is limited to one per five years.

(6) Payment for panoramic-maxilla or mandible, single film 15
fimited to one per five years.

(7) Payment for dental prophylaxis is limited to one per 180 days.
(8) Payment for space maintainers is limited to one per quasdrant.

(9) Prior authorization is required for orthodontia, complete and
partial dentures, space maintainers, crowns, extraction of nmore
than one tooth in preparation for the insertion of a prosthetic
device, the extraction of six or more teeth during one visit ar one
period of hospitalization, all surgical extractions and periodamtal
services.

(10) The maximum allowable payment to a dentist for outpaziient
surgical procedures per recipient per day is $500.00.

(11) The maximum allowable payment to a dentist per recic:=nt
per hospitalization is $1,000.00.

(12) Payment for two or more surgical procedures performe:z by
the same dentist is limited to 100% of the allowable fee for ™e
highest paying procedure and 25% of the second highest p=ving
procedure.

TN# 01-004
Supersedes
TN# 01-003

MAY 15 2001

Approval Date Effective March 1. 2001




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMENT 3.1A
STATE COMMONWEALTH OF PENNSYLVANIA Page 4h
DESCRIPTIONS OF LIMITATIONS

SERVICE LIMITATIONS

10. Dental Services (continued) Limitations on payment — The following limits apply to payrmment for
compensable services for recipients 21 years of age and oicer.

(1) Payment for oral examination is limited to one per 365 @ays.
(2) Payment for dental prophylaxis is limited to one per 365 days.
(3) Payment for root canal requires a post-operative review.

(4) Payment for crown coverage is limited to one crown per tooth
per six years.

(5) Payment for denture relines, either full or partial, is limitexd to
one per arch, every two years.

(6) The maximum allowance for any combination of dental
radiographs per patient per dentist per year is $69.00.

(7) Payment for panoramic-maxilla or mandible, single file '=
limited to one per five years.

(8) Prior authorization is required for complete and partial
dentures, crowns and the extraction of six or more teeth durmg
one visit or one period of hospitalization, all surgical extractions
and periodontal services.

(9) The maximum allowable payment to a dentist for outpatieant
surgical procedures per recipient per day is $500.00.

(10) The maximum allowable payment to a dentist per reciprent
per hospitalization is $1,000.00.

(11) Payment for two or more surgical procedures performe:= by
the same dentist is limited to 100% of the allowable fee for e
highest paying procedure and 25% of the second highest p=ving
procedure.

TN# 01-004 ’ -
Supersedes th,g Lt‘ z.uU,
TN# 01-003 Approval Date Effective _ March 1, 2'121




STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT ATTACHMEN™ 3.1B
STATE COMMONWEALTH OF PENNSYLVANIA Page 4f
DESCRIPTIONS OF LIMITATIONS

SERVICE LIMITATIONS

Dental Services Limitations on payment — Limited to all medically necessary dental
services for recipients eligible for EPSDT services.

Limitations on payment — The following limits apply to payme=nt for
compensable services:

(1) Orthodontic services required to treat acute dental probieams
or prevent irreversible damage to the teeth or supporting
structures.

(2) Maximum allowance for any combination of dental
radiographs per patient per dentist per year is $69.00.

(3) Payment for an initial oral examination is limited to one ™) per
patient per dentist.

(4) Payment for a periodic oral examination is limited to one 1)
per 180 days.

(5) Payment for intraoral radiography, complete series, inciusding
bitewinge, is limited to one (1) per five (5) years.

(6) Payment for panoramic-maxilla or mandible, single film =
limited to one (1) per five (5) years.

(7) Payment for dental prophylaxis is limited to one (1) per 80
days.

(8) Payment for space maintainers is limited to one (1) per
quadrant.

(9) Prior authorization is required for orthodontia, complete and
partial dentures, space maintainers, crowns, extraction of mare
than one tooth in preparation of the insertion of a prosthetic zxavice
the extraction of six or more teeth during one visit or one pernod of
hospitalization, all surgical extractions and periodontal servicc=es.

(10) The maximum aliowable payment to a dentist for outpatieant
surgical procedures per recipient per day is $500.00.

(11) The maximum allowable payment to a dentist per recipieant
per hospitalization is $1000.00.

(12) Payment for two or more surgical procedures performex Dy
the same dentist is limited to 100% of the allowable fee for =
highest paying procedure and 25% of the second highest pa.ing
procedure.

TN# 01-004

Supersedes MAY 1 5 an

TN# 01-003 Approval Date Effective  March 1, 2001




